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state	 investigations	 of	 suicide,	 but	 also	 of	 the	 role	 of	 the	 Coroner	 itself.	 	 Following	
observations	at	over	20	inquests	into	possible	suicides,	and	in‐depth	interviews	with	six	
Coroners,	 three	main	 issue	emerged:	 first,	 there	exists	 considerable	 slippage	between	
different	Coroners	over	which	deaths	are	 likely	 to	be	classified	as	suicide;	second,	 the	
high	standard	of	proof	required,	and	immense	pressure	faced	by	Coroners	from	family	
members	 at	 inquest	 to	 reach	 any	verdict	 other	 than	 suicide,	 can	 significantly	depress	
likely	 suicide	 rates;	 and	 finally,	 Coroners	 feel	 no	 professional	 obligation,	 either	
individually	 or	 collectively,	 to	 contribute	 to	 the	 production	 of	 consistent	 and	 useful	









we	 are	 informed	 that	 fewer	 people	 are	 ending	 their	 own	 lives	 (Australian	 Bureau	 of	
Statistics,	2012),	confused	when	we	are	told	exactly	 the	opposite	(Haesler,	2010),	and	








such	 as	 disparities	 between	 jurisdictions,	 lack	 of	 standardisation	 in	 the	 reporting	 of	
Coronial	deaths,	and	issues	over	forms	for	police	reports	contribute	to	 inaccuracies	in	
the	coding	of	our	data.	 	They	also	point	to	the	reluctance	of	some	Coroners	to	reach	a	
finding	of	suicide	 in	 the	 first	place.	 	 It	 is	 this	 final	 factor	which	 forms	the	 focus	of	 this	
paper.	
	
The	 central	 role	 of	 the	 Coroner	 has	 always	 been	 to	 investigate	 deaths	 ‘considered	
worthy	 of	 inquiry’	 (Burney,	 2000,	 p.	 3).	 	 This	would	 include	 deaths	 such	 as	 those	 by	
accident,	where	 there	was	 some	 suspicion	of	wrongdoing,	 and	 those	by	 suicide.	 	This	
became	 seen	 as	 a	 largely	 administrative	 task,	 conducted	 in	 a	 non‐adversarial	
environment,	 as	 part	 of	 the	 effective	 administration	 of	 the	 populace.	 	 However,	 in	









manage	 the	 relationship	 between	 the	 State,	 and	 the	 death	 of	 its	 citizens,	 and	 in	
particular,	 those	 deaths	 deemed	 to	 warrant	 investigation—now	 they	 are	 also	 an	
important	 element	 of	 the	 process	 by	 which	 the	 State	 accumulates	 social	 data,	 data	
which	 is	 used	 to	 identify	 problems	 and	 shape	 policy.	 	 The	 problem	 here	 is	 clear:	 if	
Coroners	are	reluctant	to	reach	a	finding	of	suicide,	as	Walker,	Chen	and	Madden	(2008)	
contend,	 then	 their	 role	 in	 production	 of	 valid	 statistics,	 which	 in	 turn	 direct	 social	









concerns	 the	 role	 played	 by	 the	 inquest.	 	 In	 England	 and	 Wales,	 all	 deaths	 that	 are	
considered	worthy	of	 inquiry—which	 includes	potential	 suicides—are	necessarily	 the	












deaths—and	 most	 famously,	 the	 deaths	 of	 18	 protesting	 workers	 killed	 by	 in	 the	
Peterloo	 Massacre	 in	 1819—face	 public	 scrutiny	 and	 judgment.	 	 This	 notion,	 that	
questionable	deaths	be	the	subject	of	public	investigation,	an	investigation	accessible	to,	
and	readily	understood	by,	all	interested	parties	within	the	community,	became	central	
to	 English	 conceptions	 of	 justice	 and	 democracy.	 	 Indeed,	 much	 of	 Burney’s	 book	





‘…the	benefit	of	expert	governance,	particularly	 in	an	era	of	mass	democracy,	was	 that	 it	










and	 the	 governmental	 functions	 of	 the	 Coroner;	 between	 what	 appears	 to	 be	 a	







This	 study	 was	 conducted	 within	 one	 geographic	 area	 in	 England.	 	 The	 Research	
consisted	 of	 observations	 made	 at	 twenty	 public	 inquests	 into	 possible	 suicides,	




there	appears	 to	be	no	single	model	 for	running	a	Coronial	 inquest.	 	Far	 from	being	a	
uniform	and	consistent	element	of	the	English	legal	system,	the	Coronial	Inquest	takes	a	
wide	 range	 of	 different	 forms.	 	 Though	 the	 Coroners	 are	 uniformally	 professional,	
patient,	and	skilled	at	managing	grieving	families,	each	Coroner	seems	to	organise	their	
own	 courtrooms	 as	 they	 see	 fit.	 	 Second,	 to	 be	 able	 to	 reach	 a	 finding	 of	 suicide,	 the	
standard	of	proof	is	extremely	high.		In	England,	suicide	determination	is	based	around	
the	criminal	 standard	of	 ‘beyond	reasonable	doubt’,	 rather	 than	 the	Australian	model,	














investigations	 between	 those	 who	 regard	 the	 process	 as	 a	 useful	 application	 of	 the	
scientific	 quest	 for	 truth—often	 exemplified	 by	 a	 different	 approach	 to	 the	 use	 of	
invasive	 autopsy—and	 those	 who	 place	 far	 more	 weight	 upon	 legal	 processes,	 and	
information	 gathered	 at	 the	 scene	 of	 death.	 	 This	 tension	 extends	 to	 disagreement	 of	
who	ought,	and	who	ought	not,	be	eligible	to	be	a	Coroner:			
	
‘I	have	nothing	against	my	medical	colleagues,	but	 I	do	think	 it’s	a	 job	 for	a	 lawyer	…	 I	think	
that	Inquest	law	is	now	becoming	so	complex—it’s	nothing	to	do	with	intellectual	ability,	but	I	
think	you	need	 legal	 training,	and	 to	have	performed	 in	 the	court	system	 to	really	be	able	 to	
deal	with	it.’		Coroner	4	
	
A	 further	 reason	 for	 a	 seeming	 lack	 of	 consistency	 in	 reaching	 findings	 of	 suicide	
involves	 considerable	 differences	 in	 experience,	 ability,	 and	 levels	 of	 training	 of	
Coroners.			
	
‘When	 I	 started,	 there	 was	 no	 training	 whatsoever	 for	 Coroners	 …	 the	 Coroner	 Society	 of	




There	 are	 also	 variations	 in	 funding	 and	 responsibilities.	 Some	 Coroners	 are	 well‐








While	 these	 are	 interesting	 and	 relevant	 in	 their	 own	 right,	 for	 the	 purposes	 of	 this	
paper,	one	final	reason	why	there	appears	to	be	significant	slippage	between	Coroners	
over	 findings	of	 suicide	 is	perhaps	more	 important,	 and	more	 telling,	 than	 the	others.		
That	is,	there	appears	to	be	a	difference	of	opinion	over	the	central	role	of	the	Coroner;	
some	Coroners	 take	a	 fairly	hard	 line	over	 their	determinations—understanding	 their	










‘I	 often	 engage	 the	 family	 and	will	 say,	 ‘I’m	 thinking	 along	 these	 lines.	 	What’s	 your	 view?’	











Coroners	 note	 that	 the	 standard	 of	 proof	 is	 at	 the	 very	 highest	 end	 of	 ‘beyond	
reasonable	 doubt’.	 	 That	 is,	 the	 notion	 of	 ‘beyond	 reasonable	 doubt’	 is	 not	 a	 singular	
measure;	it	is	a	continuum,	with	the	finding	of	suicide	placed	at	the	furthest	end.		
	






Consequently,	 findings	 of	 suicide	 can	 be	 relatively	 hard	 to	 attain,	 which	 means	 that	




‘Every	 Coroner	 does	 things	 differently,	 and	 like	 I	 say,	 a	 rough	 rule	 of	 thumb—if	 you’re	



















While	 some	 Coroners	 profess	 relative	 immunity	 to	 the	 wishes	 of	 family	 members,	
others	 are	 aware	 that	 such	 wishes	 often	 factor	 into	 their	 overall	 decision‐making	
process.		
	
‘I	 think	a	 lot	of	Coroners—me	included—sometimes	take	a	sympathetic	view	of	 the	 family,	

















steadfastly	 administrative.	 	 Interestingly,	 this	 tension	 may	 well	 be	 relatively	 new,	 as	
there	 is	 little	 sign	 of	 it	 in	 Burney’s	 excellent	 book	mentioned	 earlier,	 on	 the	 English	
Coronial	 inquest	during	 the	 late	nineteenth	and	early	 twentieth	 centuries.	 	What	may	
have	happened	here	are	 the	effects	of	what	Freckelton	(2008,	p.	576)	refers	 to	as	 the	
rise	 of	 ‘therapeutic	 jurisprudence’—defined	 as	 ‘the	 study	 of	 the	 role	 of	 the	 law	 as	 a	
therapeutic	agent’.			
	
Within	 this	 approach,	 the	 law	 is	 not	 simply	 a	 set	 of	 codes	 to	 be	 followed	 without	
reflection,	much	 in	 the	manner	of	Legal	Positivism;	such	codes	have	consequences	 for	
all	those	caught	up	in	the	proceedings.		As	such,	our	legal	institutions,	and	those	charged	




Coroners’	 work	 is	 intimately	 connected	 with	 well‐being—a	 concern	 of	 therapeutic	
jurisprudence.	 	Part	of	 the	Coroner’s	 role	 is	 to	determine	whether	 there	are	public	health	or	
safety	issues	arising	out	of	the	death	and	whether	any	action	needs	to	be	taken	to	remedy	any	





and	 final	 issue	 emerging	 from	 the	 interviews.	 	 It	 is	 clear	 that	 Coroners	 feel	 under	 no	
obligation	 to	 make	 their	 findings	 amenable	 to	 the	 production	 of	 accurate	 and	 useful	
suicide	statistics.		As	can	be	seen,	most	see	their	task	as	a	fundamentally	administrative	
function	 concerning	 the	management	 of	 particular	 kinds	 of	 death,	 as	 well	 as	 helping	
families	deal	with	the	passing	of	a	loved	one.	 	They	do	not	see	their	job	as	making	life	
easy	 for	 those	 charged	 with	 turning	 such	 deaths	 into	 meaningful	 numbers,	 and	 by	











are	 a	 huge	 boon	 for	 the	 public,	 and	 a	 huge	 benefit	 to	 the	 Coroner’	 court.	 	 So	 I’m	 not	 very	
sympathetic	 to	 somebody	 coming	 along	 and	 saying:	 ‘well,	 you’re	 disturbing	 our	 statistics’.’		
Coroner	6	
	






anyone	sometimes	of	being	a	softy.	 	 I	appreciate	 that	 it	must	rankle	statisticians	completely,	








This	 relative	 disregard	 for	 the	 governmental	 aspects	 of	 the	 Coronial	 role—
governmental	in	a	Foucaultian	(1977)	sense	of	the	word,	the	effective	sketching	out	of	
the	 contours	 of	 community	 life;	 numbers	 and	 types	 of	 deaths	 being	 a	 very	 important	
contour—raises	questions	about	just	what	Coroners’	principal	functions	ought	to	be.		If	
the	 statistics	 their	 actions	 give	 rise	 to	 bear	 only	 a	 passing	 resemblance	 to	 any	
reasonable	 ontology	 of	 suicide,	 perhaps	 that	 governmental	 responsibility	 should	 be	
dealt	with	elsewhere.			
	
Or	perhaps	 it	 raises	questions	about	which	elements	of	 governance	Coroners	actually	
contribute	to.	 	Rather	than	simply	managing	the	data	of	death,	do	Coroners	now	form	
part	of	 the	governance	of	 subjective	 experience?	 	 	That	 is,	 particularly	on	 the	 issue	of	
suicide,	are	they	are	now	a	component	of	the	administrative	apparatus	that	manages	the	






logics	 to	 the	 fabric	of	 the	modern	school,	 ignore	 the	complex	relationship	between	 its	
bureaucratic	 components,	 and	 it’s	 long	 history	 of	 pastoral	 guidance.	 	 The	 English	
Coronial	 inquest	 appears	 to	 have	 an	 equally	 complex	 relationship	 between	 its	






if	 the	British	 inquest	 is	any	measure	of	 the	 idiosyncratic	and	 locally‐organized	way	 in	
which	potential	suicides	are	addressed	and	adjudicated	upon,	then	comparative	suicide	
statistics	 (both	 local	 and	 international)	 are,	 at	 best,	 problematic,	 at	 worst,	 all	 but	
meaningless.	
	
Second,	 while	 the	 UK	 Coroners	 expressed	 near	 unanimous	 support	 for	 the	 stringent	
standard	 of	 proof	 required	 (in	 spite	 of	 the	 statistical	 inaccuracies	 this	most	 certainly	
produces),	and	unanimous	support	for	the	continued	existence	of	a	compulsory	inquest	
for	 all	 potential	 deaths	 by	 suicide,	 there	 appears	 to	 be	 few	 advantages	 in	 Australia	
adopting	the	same	protocols	and	procedures.		The	only	argument	that	could	run	counter	
to	this	would	involve	a	greater	emphasis	upon	therapeutic	models	of	Coronial	practice,	
which	would	 lean	 towards	 emphasizing	 the	 benefits	 of	 suicide	 inquests	 in	 aiding	 the	
grieving	process	of	bereaved	families.		Given	the	problems	outlined	above,	and	given	we	




investigations?	 	 There	 seems	 to	 be	 little	 agreement	 among	 the	 English	 coroners	
interviewed.	 	 While	 most	 understand	 and	 accept	 their	 role	 within	 the	 governmental	
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